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We appreciate the opportunity to evaluate Keith Wills, a 44 year old gen tictuan who, in 1997, underwent
bilateral LASH( surgery utilizing an excimer laser operating with a 5 mm treatment zone for attempted
correction of approximately — 11 chapters of myopia. unfortunately these procedures were complicated by
initial overcorrection requiring several enhancement interventions, and NIL Wills has developed persistent
glare, halo and starburst phenomena with multiple `ghost'' images. These symptoms are somewhat
improved but not alleviated with the use of soft contact lenses, Mt. Wills has attempted the use of rigid gas
permeable contact lenses but is unable to obtain adequate fitting.

On examination, uncorrected visual acuity in the right eye is 20/30- and in the left eye 20/30+, albeit with
subjectively significant multiple imaging. With manifest refraction OD: +0.50 — 2.25 x 110 gives 20/40 vs.
OS: -1.00 — 1.25 x 125 gives 20/40. With gas permeable contact lenses and spectacle over-refraction,
20/30 is obtained with each cyc. Keratometry is 01D -, 36.0 x 150 by 36,0 x 70 and OS: 37.0 x 55 by 36.5 x
135 without distortion. Externally both eyes are uninflartuned Neuromuscular exam reveals pupillary
diameters under dim light conditions of 6 inmOU (Colvard pupillometer), By slitlamp the corneas are clear
with LAS1K flaps in good position. The tear film is stable and without irregularity despite the presence of
minor rnicrostriae centrally. There is no significant interface debris and no epithelial implantation. The
remainder of the anterior segment is normal. intraocular pressures arc 14 by applaruation. Schirmer tear
testing is normal. Dilated ophthohnoscopy is unremarkable. Ultrasonic pachymetry if 405 microns OD vs.
430 microns OS_ Eye-Sys corneal topography displays reasonably well centered ablations with minor
surface irregularities bilaterally. Orbscan topograPhy is confirmatory' and does not disclose significant
posterior ectasia. Finally, with soft contact lenses inserted, the fit and centration are adequate and cannot be
improved in the opinion of our contact lens specialist, Or Rand.

In summary, Mr. Wills has undergone bilateral LAS1K surgery, and as result thereof suffers the problems
of multiple and ghost imaging as could have been anticipated in a patient with extremely high myopic
correction and moderately large pupils treated with a relatively small diameter corneal ablation zone.
There may also be micro-aberrations of the corneal surface, and this can only be ascertained with wave
front scanning with is not available to us at this time. Whether such technology will be able to afford future
benefit to the patient by additional enhancement is uncertain, as the corneas are now thinned to the limit of
safely, Fiutlier efforts with contact lens fitting, specifically with gas permeable or other spccilli zed lenses
would be required to provide additional improvement, although Mr. Wills has of course already
demonstrated difficulty in tolerating such lenses. Finally, consideration of pupil-constricting medications
such as dilute Pilocarpine or Alphagan may diminish the visual distortions. recognizing that their use would
be a chronic tie potentially life-long) situation.

Again, thank you for the opportunity to participate in this patient's cv luatiOn and management.

Sin'e , 'ep....
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31 March 2003
Frederic S. Eisenberg, Esquire
I,itvin, Blumberg, Malusow & Young
Philadelphia, PA

RE: Keith Wills

Dear Mr. Eisenberg:

In addition to examining your client., Mr. Keith Wills, I have also reviewed the records and depositions you
provided concerning his eye evaluation and treatment.

The clinical history is sununarized as follows: In June 1997, Mr. Wills first came under the care of Dr.
Herbert Nevyas for refractive surgery evaluation. During this initial examination on 26 June 1997, Dr.

Nevyas noted that Mr. Wills had last worn his soft contact lenses three days previously. On examination,
uncorrected visual acuity in the both eyes was counts fingers at four feet. Subjective refraction was
-10.75 —0.75 x 53 degrees improving vision to 20/20 winos 3 in the right eye and 13.0 —0.50 x 1 35

degrees improving vision to 20/20 minus in the left eye. Pupil diameters were 5 inm tinder normal lighting
and 6,25 mm under dim light conditions. The remainder of the anterior segment, intraocular pressure,
oplIthalinoscopy and topography examinations were normal. Dr. Nevyas told Mr. Wills that he was itn
excellent candidate for laser vision corrective surgery and recommended LASIK procedures for both eyes.
Dr, Nevyas further requested that Mr, Wills obtain a peripheral retina examination by a retina special ist_
Notably neither cycloplcgic refraction nor corneal thickness measurements (pachymetry) were performed at
this or any subsequent examination,

Dr. Nevyas nc't saw Mr. Wills more than 3 months lalizr, on 7 October 1997. the date of his first LASIK
procedure on the left eye, The operative report form indicated that Mr. Wills' preoperative diagnosis was
"high myopia", and the ablation zone of the exciiner laser was 5 mm in diameter. Two days later, on 9
October 1997, Dr. Nevyas performed a LASIK procedure on Mr. Wills' right eye. Again, the preoperative
diagnosis was "high myopia", and the laser again used performed a 5 nun diameter ablation.

Following surgery, Mr. Wills developed difficulty' with both distance and near vision. He repeatedly
complained to Dr Nevyas that he had double vision. pain., glare, fluctuation of vision, halos, and starburst
phenomena. Dr. Nevyas assured him that these problems would improve over time. After these initial
1.ASIK surgical procedures, Dr. Nevyas performed multiple surgical enhancement interventions, but
nevertheless, to date, Mr. Wills continues to suffer from significant visual glare, halo and starbursi with
multiple ghost images.

Eye examination performed by me on 21 January '20)3, revealed uncorrected visual acuity of 20/30-- in the
right eye and 20/30+ in the left eye, albeit. with subjectively significant multiple imaging. With manifest
refraction right eye: +0.50 -.2.25 x 110 gave 20/40 vs. left eye: -1.0 —1.25 x 125 gave 20/40. With gas
permeable contact lenses and spectacle Over-refraction, 20/30 was obtained with each eye. 1 1,, cratornetry
was right eye: 36.0 x150 / 36.0 x 70 and left eye: 37.0 x 55 / 36.5 x 135 without distortion. Externally both
eyes were uninflammed. Neuromuscular exam revealed pupillary diameters under dim light cOnditions of 6
mm both eyes (Colvard Dy slitlamp, the corneas were clear with LASIK flaps in good
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position_ The tear film was stable and without irregularity despite the presence of minor microstriac
centrally. There were no significant interface debris or epithelial implantation. The remainder of the
anterior segment '.vas normal, as were intraocular pressures, Schirmer tear testing and dilated
oplithalmoscopy. Ultrasonic pathymetry was 405 microns right eye vs. 430 microns left eye. Eye-Sys
corneal topography displayed reasonably well centered ablations with minor surface irregularities
bilate ally. Orb ban topography was confirmatory and did not disclose significant posterior ectasia.
Finally, with Mr. Wills' own soft contact lenses inserted, the fit and centration were adequate and could not
be improved in the opinion of our contact lens specialist, Dr. Rand.

In summary, based on my review of the medical records, depositions, ophthalmic examination and
discussion with Mr. Wills, it is my opinion with a reasonable degree of medical certainty that Dr_ Nevyas
breached the applicable standard of care by operating on this highly myopic patient with an excimer laser
utilizing a treatment zone that was substantially smaller than the pupil size in dim light. Specifically, Mr.
Wills' pupils measured 6.25 nun in dim light, while the laser treatment zone was only 5 inm in diameter.
With this combination of high myopia and a relatively large pupil, the use of a comparatively small
diameter laser treatment zone was highly predictable to cause Mr. Wills to develop the residual visual
problems from which he continues to suffer. Moreover, this specific situation (ic. high myopia and large
pupil diameter relative to laser treatment zone) was well known, even in 1997, to result in the likely
outcome of permanent problems of glare, halo. starburst, and ghost imaging phenomena.

In addition, based on my review of the medical rccords, depositions and ophthalmic examination, it is my
opinion with a reasonable degree of medical certainty that Dr. Nevyas failed to obtain adequate informed
consent from Mr. Wills for the LASIK procedures performed on 7 and 9 October 1997. Specifically,
before perfonniug these surgical procedures, Dr. Nevyas should have advised Mr. Wills that given his
clinical presentation (high myopia and relatively large pupil size) combined with the use of a comparatively
small diameter laser treatment zone, it was highly likely (and a material risk) that he could develop
permanent. vision distortion including permanent and significant glare, halo, starburst and multiple ghost
imaging problems, This aspect of the consent is particularly relevant in light of Mr. Wills' pupil size plus
high myopia and the treatment zone of the laser used by Dr. Nevyas to perform these procedures.
Furthermore. Dr. Nevyas failed to advise Mr. Wills that because of his high myopic condition requiring
removal by laser ablation of a substantial amount of corneal tissue. that there would only he limited
potential opportunity for future corrective surgeries to alleviate residual refractive error or visual
distortions. Indeed, the current thickness of Mr_ Wills' corneas is at the limit beyond which additional •aser
treatment %void be at risk to produce structural weakening with unpredictable anatomical and visual
consequences. Given the extensive material risks to this patient as described above, Dr, Nevyas' testimony
that he advised Mr. Wills that he was simply at "increased risk" was entirely inadequate and demonstrated
that Mr. Wills was not fully informed of the risks of the intended procedures, and thus, did not give
informed consent to the laser surgical procedures performed. Moreover, if as Mr. Wills testified that Dr.
Nevyas assured him preoperatively there was virtually no chance of these risks occurring, then Mr. Wills
was dearly not informed of the material risks of the intended procedures based on his clinical presentation
and accordingly did not inve informed consent to the procedures performed.

I appreciate the opportunity to review this important case.

Since$ely,
./
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Kenneth R. K nyon, MD
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MEDICAL REPORT
Dear Atty Eisenberg:

We appreciate Keith Wills returning for examination now approximately 10 months subsequent to our
initial evaluation. Mr. Wills reports no change in his subjective difficulties of multiple images, halos, glare
and starburst, for which he must now utilize contact lenses on a nearly full time basis to attain only minor
symptomatic improvement. He is especially troubled. by these problems in situations of low contrast with
changing illumination intensity, as in night driving for specific example.

On examination, uncorrected visual acuity in the right eye is 20/60 and in the left eye is 20/400_ With
manifest refraction OD: piano — 0.75 x 140 gives 20/30 minus vs_ OS: -2.25 —2.25 x 130 gives 20/30
minus. With soft contact lenses, visual acuity is 20/30 minus with each eye, albeit with ghost imaging
(monocular diplopia) in each eye. Pupil diameters under dim light conditions measure 6.5 mm OLT
(Colvard pupillorneter). Slitlamp biomicroscopy and topography are unchanged from previous
examination. To more objectively assess complaints of glare and starburst, contrast sensitivity testing
(VectorVision technique) is performed which demonstrates that even with the use of contact lenses,
functional visual acuity in low contrast situations is extremely reduced to 20/70 in each eye.

In summary, Mr_ Wills continues to have unabated visual complaints (multiple images, glare, starburst,
etc) which persist now 6 years following bilateral LASH( surgery. Although the examination findings are
largely unchanged from our previous examination, the development of increased myopic astigmatism in the
left eye (currently approximately —3.4 diopters vs. previously —1.6 diopters spherical equivalent) is of some
concern, and the markedly reduced capability to discriminate contrast sensitivity is of particular
significance. Indeed, Mr. Wilts no longer has sufficient functional visual acuity to operate a motor vehicle
legally under night driving conditions, as is also consistent with his chronic visual symptoms. The basis of
these problems remains, of course, the inappropriate performance of LASIK surgery in both eyes.

Thank you for the opportunity to reassess this patient's visual situation.

Kenn:: It Kenyon, MD
KRK:pdq
Doc.KWills.12.03
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